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Women'’s Fertility Intake Form
Confidential

Date:
Name

Age

How long have you been trying to conceive?
Have you had a diagnosis relating to infertility? Yes No
What was it and who diagnosed it?

Age at which menses began
Date of last menstrual period
Do you have painful periods? Yes No

How many days does the pain last?

How many days do you normally bleed?

How heavy is the bleeding (please circle)? Light Normal Heavy

What color is the blood (please circle)? Light Red Red Dark Red Purple Brown
Is there clotting? Yes No

Do you take over the counter pain relievers every month for menstrual pain? If so
what kind?

Do you have PMS mood swings and irritibility? Yes No

Do you crave (circle) sugar, chocolate, salt prior to menses?

Does your face break out before or during your period? Yes No

Do your breasts become tender premenstrually? Yes No

Have you taken birth control pills? Yes/ When and how long? No

Do you bleed or spot between periods? Yes No

Are your menstrual cycles irregular? Yes No

How many days are there from from one period to the next?

How many pregnancies have you had?

How many children do you have?

How many abortions have you had?

How many miscarriages have you had?

How many times has a D&C been performed?

Have you ever had an abnormal pap smear? Yes No

Have you ever had a cervical biopsy, operation, cauterization or conization? Yes No
Have you ever had a venereal disease? If yes, which one? Yes No













